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Background
More than XXX,XXX million Americans suffer from chronic pain, which is defined as pain persisting for 3 months or more. It is a major public health problem that greatly impacts the health and functioning of our population and costs the US health care system an estimated $261 billion to $300 billion annually.[1] Chronic back pain is the most common type of chronic pain and a leading reason that patients seek medical care.[1, 2] At least a quarter of adults in the United States report having had back pain in the past 3 months and it is the most common cause of lost productivity.[3, 4] Chronic back pain is associated with significant impairments in physical and psychosocial functioning, and more than half of adults with chronic back pain report difficulties with movement, cognition, and self-care.[1] Further, chronic back pain disproportionally impacts vulnerable populations, including those of lower socioeconomic status and racial and ethnic minority groups.[5] Given its high prevalence and associated scope of suffering, a recent Institute of Medicine (IOM) report identified effective chronic pain management as a “moral imperative” arguing that chronic pain should be considered a disease with a distinct pathology and called for non-pharmacotherapy treatment approaches, including those that avoid overuse of opioid drugs.[1]

There has been an alarming escalation in opioid use for treating chronic pain over the past two decades.[6-10] Widely described as an “opioid epidemic,” this is driven by the rising identification and prevalence of chronic pain sufferers, liberalization of laws governing the use of opioids, aggressive pharmaceutical marketing, acceptance of opioids as standard pain treatment, and mounting pressure on physicians to avoid undertreating pain.[11-14] There is a growing recognition of the significant risks of opioid use in treating chronic pain [15-18] and concerns about the efficacy of opioids for the management of chronic pain.[19-21] Further, a large percentage of patients report unwanted side effects from the use of opioids for pain management.[22-26] 

ADD PARAGRAPH ON WHAT WE KNOW ABOUT EFFECTIVE TREATMENT OF CHRONIC BACK PAIN

Current initiatives encourage a shift toward treatment approaches that focus on improving patients’ functioning rather than prioritizing pain reduction.[27] This shift poses a major challenge for primary care providers who are largely overseeing and coordinating the care of patients with chronic pain. While providers are aware of the risks and limitations of prescribing opioids as a monotherapy for pain, they often lack support for the provision of non-pharmacological back pain treatment services or readily available evidence-based treatment options due to limited coverage of these treatments by health care payors.  

An exciting and innovative initiative is underway with Oregon’s Medicaid program that offers an opportunity to assess the effectiveness of a state-wide payor strategy to prevent opioid prescribing for back pain and enable access to evidence-based non-pharmacological treatments.  The Oregon Health Evidence Review Commission (HERC) issued coverage guidance for those receiving Medicaid-insured services for back pain. The guidance is intended to discourage use of treatments with limited demonstrated efficacy and / or with patient safety risks and facilitate access to non-pharmacotherapeutic services for back pain. While attention is being paid nationally to decreasing opioid prescribing for chronic pain, Oregon is the only state to implement explicit incentives to make a range of evidence-based and patient-centered care options available. 

Federal Pain Research Strategy: which methods best incentivize innovations in models of care
Organizational barriers to engaging in effective treatments

Problem Statement
Back pain is a prevalent and costly condition that requires a biopsychosocial treatment approach, however most patients are not offered or able to access the evidence-based nonpharmacological treatments which are recommended. This is due to many factors but a significant one is the lack of payer coverage for these treatments. Information is needed to enable payers to understand the overall cost-benefit of covering these services for back pain treatment in order to make informed decisions.
 
Research Questions

RQ1. Do the benefits of Oregon’s Medicaid back pain treatment coverage guidelines exceed its costs?
RQ2: What cost-related barriers did Oregon’s Medicaid program and payer organizations encounter in implementing the new treatment coverage guidelines?  
Aim 1. Conduct a cost-benefit analysis of the Oregon Medicaid back pain treatment coverage compared to usual back pain care coverage in California’s Medicaid program. 
Aim 2. Conduct a cost-effectiveness analysis of the Oregon Medicaid back pain treatment coverage compared to usual back pain care coverage in California’s Medicaid program.
Aim 3. Conduct stakeholder interviews to characterize the cost-related barriers and facilitators experienced by Oregon’s Medicaid program and payer organizations in changing coverage for back pain.
Framework

[bookmark: _GoBack]The cost-effectiveness plane (Figure 1) represents the relevant dimensions of an economic evaluation.[28] The results from both the cost-benefit and cost-effectiveness analysis can be plotted graphically to address research question 1. Effectiveness is plotted along the horizontal axis and cost on the vertical axis. 
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Figure 1 Diagrammatic representation of the cost-effectiveness plane. C, comparator
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